There have been several reports in recent years on the subject of the doubtful optic disc, some of which give a different emphasis, but they resolve themselves into a consideration of discs which might be cedematous. This is a recurrent problem in neuro-ophthalmology. Table 1 shows how 50 doubtful conditions affecting the discs were distributed among 1,434 patients referred for an ophthalmic opinion at the Midland Centre for Neurosurgery and Neurology. The largest group proved to be true papillcedema, sometimes developing but most often subsiding following a short-term rise of intraocular pressure. In most cases of pseudopapilloedema the diagnosis was established on the basis of the more detailed study of the fundus as an in-patient, the absence of any change with the passage of time, the normal venous pressure, the normal-sized blind spots and the absence of any significant difference in the level of the disc and surrounding retina, as well as the absence of abnormal neurological findings.
The next group comprised examples of anomalous discs; most of these were due to vascular abnormalities of the nerve-head, in particular an obliquity of entry which showed as a looping of nerve-fibres most often at the nasal side or above, blurring of the disc margin in the same area and obscuration of the physiological cup.
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Papers Four cases of venous obstruction were local to the central vessels and one was part of a generalized venous congestion with emphysema.
Blurred disc outlines can be misleading, particularly in the presence of fine diffuse lens or vitreous opacities. The examples of disc oedema associated with retinopathy were diverse and included perivasculitis of the retina near the disc, hypertensive retinopathy and subacute bacterial endocarditis.
I have taken the 3 cases of optic nerve drusen separately although some authors have suggested that drusen are the underlying explanation of most pseudopapilloedema. I can only say that in each of the 3 cases the colloid bodies could be seen and in none of those cases classed as pseudopapilleedema were any drusen seen.
Finally, 4 patients had discs which were strictly within normal limits referred because the house officer did not feel competent to decide on them. Important intracranial disease was present in 6 of the 45 cases, unrelated to the fundus appearance.
Discussion
Lyle (1953), speaking to ophthalmologists, drew attention to the danger of diagnosing papillcedema and implying a raised intracranial pressure when there may be oedema of the disc from other causes, or else no true cedema at all. The 45 cases which I have tabulated show a similar distribution and indicate that the diagnostic problem continues to exist.
In making a diagnosis there are two methods which can be added to those already mentioned. The first is for the measurement of the disc swelling in dioptres. Attempting to focus the ophthalmoscope first on the retina and then on the disc and estimating the disc swelling by subtraction cannot be accurate; it requires complete relaxation of accommodation and an exact placing of the ophthalmoscope in relation to the cornea. Retinoscopy, as performed in refraction for spectacles, accurately compares the fundus near the disc with the disc itself. An experienced refractionist can do this easily.
The second method is fluorescein fundus photography. All cases with doubtful appearances of the optic disc should be investigated by this additional method. It is safe and much less disturbing to the patient than ventriculography, carotid arteriography, air-studies, or even lumbar puncture. Preliminary studies have shown true papilloedema to be very different from the conditions with which it can be confused. Interpretation is difficult at times, but intensive studies which are being made into this method should reveal interesting new finciings. Fluorescein angiography provides information on the transit-time of dye through various parts of the retinal circulation in patients with vascular occlusions. In central retinal arterial occlusion, very marked slowing occurs in all areas and dye may still be present in arteries ten minutes after injection. Angiography repeated after some weeks shows improvement in transit-times although some areas remain unperfused. In cases ofsuperior or inferior retinal arterial occlusion some of the territory of the occluded vessel is perfused by blood reaching it from the normal half via capillary collaterals. Central vision is usually spared.
Branch occlusion produces smaller zones of retinal ischxmia and collateral flow may be sufficient to prevent permanent structural damage.
Capillary collateral vessels show progressive enlargement to arteriolar size in the weeks and months following occlusion. Many retinal emboli produce subtotal occlusion due to the flat shape of the cholesterol crystal and in these cases obstruction to flow may be negligible.
In embolic cases no leakage of dye is seen except at the site of impaction of the embolus. Marked sheathing of arteries occurs distal to this point. The capillary network appears to survive a degree of ischemia which causes cloudy swelling of the retina.
Twenty-five cases of retinal embolism were investigated clinically and angiographically to determine the source of emboli. In 7 this appeared to be cardiac, mostly cases of aortic stenosis. In 7 there was moderate to severe occlusive change at some point in the carotid. Eleven patients showed no carotid narrowing on full angiographic investi-gation (aortography and carotid angiography). Clinical indications of carotid stenosis were a history of cerebral ischamia on the same side, multiple retinal embolism with refractile plaques and a bruit over the carotid. In some cases there was evidence of an intracarotid origin for emboli despite negative angiography.
For patients with atheromatous stenosis or ulceration at an accessible site surgery appears the treatment of choice.
Recent Advances in Neuro-ophthalmology [Summary] by F Clifford Rose DCH MRCP (Charing Cross Hospital, London)
In the first four years of the Royal Eye Medical Ophthalmology Unit there were 1,389 cases of medical ophthalmological diseases, of which nearly a half-571 -were of special neuroophthalmological interest. Table 1 shows some of the larger groups; the largest was made up of retrobulbar neuritis. The essential features of this syndrome are that it is more common in women than in men in the proportion of 2:1; it usually occurs between the ages of 15 and 55; the patients present with unilateral blurred vision, most often a central scotoma; there is often pain on movement or tenderness of the globe; there are pupillary and colour vision abnormalities, but in 95 % of cases the vision returns to normal or near normal within a few months, to leave -but not invariablytemporal pallor.
Although the literature mentions about 60 different causes for this syndrome, in these 131 cases there has never been definite proof of any cause other than demyelination. Not all the cases are disseminated at onset, or even on prolonged follow up will develop disseminated sclerosis, but the isolated syndrome is identical with that which occurs in the course of disseminated sclerosis. Static perimetry is more accurate than kinetic perimetry, e.g. Bjerrum screen, where one part of the retina is compared with another and gives 
